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A woman who suffered multiple losses in childhood and adolescence became depressed 40 years later, after a series of new losses. Concomitant alexithymic features caused a masking of her depression by somatic symptoms. The relationships between alexithymia, masked depression and loss are discussed.
and neuroanatomical defects, and psychodynamic and sociocultural influences (Nemiah, 1977; Taylor, 1984) . Alexithymia is not necessarily a stable personality trait and can be a temporary and transient feature in face of stress and threat (secondary alexithymia) (Freyberger, 1977; Krystal, 1979 ).
Masked depression is a depressive state in which the classic, affective and cognitive symptoms are hidden behind various somatic, behavioural or hypochondriacal manifestations (Lesse, 1968; Lopez Ibor, 1972 (Sifneos, 1972; Lesser, 1981) . The aetiology of alexithymia is not clear; theories considersuch mechanisms as here ditary and constitutional factors, neuropsychological depressive symptoms may be psychodynamic, familial, sociocultural or neuropsychological (Katon et al, 1982; Lesse, 1983) .
Patients with masked depression and people with alexithymia share the inability to express their emotions in words. In both conditions somatisation is used to express feelings and to communicate distress. The following case report demonstrates the inter-relations between two common clinical conditions.
Case report
A 58-year..old womanwasreferredfor psychiatricevaluation after a thorough gastroenterological and medical investi gation failed to disclose the reasons for her three-year lack of appetite, weight loss, nausea and abdominal discomfort. The gastroenterologist was also impressed by the resistance of the condition to various treatments. The patient was a Her symptoms began at the age of 55, soon after she and her husband moved to Jerusalem from another town, in order to be near their daughter, who had just given birth to a severely handicapped and retarded child. The patient had to quit her job as a principal school secretary, a job that was highly valued by her because it gave her much satisfaction and recognition. She also lost contact with many acquaintances and friends.
Soon after her move, her grandchild died and her daughter and son-in-law left the country for an overseas job. The patient became increasingly dissatisfied with her life and excessively preoccupied with her health. She had numerous medical examinations because of bowel trouble, weight loss, chest pain and nausea. She could not sleep properly and was restless. Although the patient denied any feelings of depression or psychological distress, the family insisted that she saw a psychiatrist. The psychiatrist prescribed a minor tranquilliser and referred her to a psychotherapist. The patient had been intherapyforover one year without any change in her condition, and one additional year had lapsed before the present referral.
During the interview, the patient denied feelings of sadness or depression but complained about her bodily symptoms.
In addition, she blamed herself for being ill, for not being able to function as wellas she should and for being a burden to her family. She did not agree to have any â€oe¿ talking cureâ€• but consented to pharmacotherapy. At that time her Hamilton Rating Scale for Depression score was 23 (moderate depression) (Hamilton, 1960) A masked depression was suspected and the patient was treated with imipramine (Tofranil) (150 mg daily). After two months of treatment the patient recovered completely. She was free of all somatic symptoms and was so happy and cheerful that the possibility of a hypomanic reaction was considered. Her Hamilton score was 1. She continued with the drug for a further six months. After cessation of the drug the remission continued. At follow-up one year after the initial examination, she was in perfect physical and mental health. Her BIQ alexithymia score was 2/8, consisting of a paucity of dreams and a somewhat limited ability to fantasise, but there was no longer a lack of emotional expression. About her illness she said: â€oe¿ I think that I did not really feel depressed, or maybe I did not want to admit to myself that I was depressed. I told the doctors that I was not depressed although I knew that I was not well, but I did not know that it was a depression. I feared that I was becoming crazy. I always thought that if I could stay sane after all that I probably must be insane.â€• By chance, the last follow-up meeting with the patient fell on the national Holocaust memorial day. The patient wept when she talked about her feelings. It was obvious that she was not alexithymic any more -she could not have expressed her feelings better than she did that day.
Discussion
This case report illustrates the reversibility of the alexi thymic pattern in a patient with masked, somatised depression. While depressed, the patient could not express her feelings verbally and, instead, she somatised and complained of physical distress. She talked about the circumstances of events, but not about their emotional meaning to her. In addition, she showed very limited ability to use fantasy. After only a few months, without any specific psycho therapy, this pattern changed completely as her depressive state lifted. This patient suffered multiple severe losses in her early years. The loss of the mother before age 15 is believed to be a major predisposing factor for depres sion in women, and childhood object loss might also FISCH predict adult character pathology (Brown & Harris, 1978) . The experience of the Holocaust terrors during the war must be regarded as massive, catastrophic psychic trauma. Between the ages of 12 and 18, the patient lost her mother, sister, home, country, identity and property. Survivors of massive psychic trauma can suffer character damage, including a tendency to alexithymia (Krystal, 1979) .
According to her own statement, our patient could remain sane and function normally only because she built defences against recognition and expression of feelings: she was mildly alexithymic. These defences functioned welluntil she again suffered a seriesof losses more than 40 years after the first series of disasters.
Then, under the new pressures, these defences became more pronounced and the alexithymic pattern was now so strong that the patient could not perceive or express the cognitive or affective components of her major depression. She presented with masked depression. After antidepressants relieved her depression, the alexithymic pattern resolved partially. Alexithymia is not necessarily a rigid and stable personality trait: it can wax and wane. Neither is it an obligatory or universally present pattern in masked depression, but, understandably, people who have an alexithymic pattern will conceal emotions also, or especially, when they suffer from depression. Therefore, it is probable that alexithymic people are more prone than others to suffer from masked depression.
